
 

 

24hr Cancellation and Dismissal Policy 

Due to the desire for quality care and respect for our time as well as your time, we have a 24-hour 
cancellation policy, late arrival policy, and dismissal policy.  

We understand that situations arise in which you must cancel your appointment, so we are requesting 
that if you must cancel, please give at least a 24hr notice of cancellation. This will allow another person 
who is waiting for an appointment to be scheduled for their care during that appointment slot. 

If your appointment has not been CONFIRMED or cancelled within that 24hr window of time, we 
reserve the right to cancel your appointment, and you will be considered a NO SHOW.  

Patients who fail to show for their scheduled appointment or who do not notify the office within 24 
hours of their scheduled appointment will be subject to a No Show/Cancellation fee of $50.00. In the 
event of an actual emergency that prevents you from giving prior notice, consideration will be given, 
and a one-time exception may be granted. 

After THREE “NO SHOW” appointments, we reserve the right to formally dismiss you as a patient from 
our practice.  

We understand that special, unavoidable circumstances may cause you to need to cancel within 24 
hours. In those rare cases, the NO SHOW appointment description for that single appointment may be 
waived at management’s discretion.  

In regards to late arrivals, those will also be considered NO SHOW appointments if you are over ten 
minutes past your appointment START time. You will, again, forfeit your appointment time and be 
considered a NO SHOW. 

These policies have been put into place to protect the quality care Noles Family Dentistry strives to give 
each patient. We want to be able to respect each patient’s time while in our care, and these policies will 
allow that to continue more smoothly.  

 

I, hereby, fully understand and agree to the above policies and requirements given in the descriptions. 
I am informed of the policies and take full responsibility of the consequences. 

 

Patient’s Name: _____________________________________________________________________ 
 

Signature of Patient (Parent/Guardian): ___________________________________________________ 
 

Date: _________________________  Relationship to Patient ____________________________ 


